Northenden Group Practice

Confidential Medical Questionnaire for New Patients
Today’s Date ……….…….…...
Have you been registered at this Practice before? ………………..
Name
………………………..……………
Address ……………………………………….………..…
Date of Birth .…………………………….  
Contact no…………………………...........  Email ..………………………………….
1. Mother………………………………………….....contact no…………………………………..
2. Father……………………………………………..contact no…………………………………..
3. Next of Kin………………………………………..contact no………………………………….

Next of Kin relationship……………….…………………..
School (If Applicable) …………………………………………………………………………………..
Looked after Child?      YES / NO
(Looked after Child defined as living with foster parents, living in a residential children's home or living in residential settings like schools or secure units.)
Religion ......................................................................................................................................................
Sexual Orientation Heterosexual (straight) / Gay / Lesbian / Bi-sexual / Other (please state)…................

Gender Male (including trans man) / Female (including trans woman) / non-binary/ other (please state)….

…………………………………………………………………………………………………………………

Is your gender identity the same as what you were given at birth? YES / NO ………………………………

First Language spoken?   English / Other ……………………..……………………………………….  
Do you require an Interpreter? YES / NO
I do / I do not (please delete as appropriate) wish to receive text messages from the practice 

I do / I do not (please delete as appropriate) wish to receive emails from the practice ⁪
	A : White
	British   /   Irish   /   Other

	B : Mixed
	White and Black Caribbean  / African  / Asian  /  Others

	C : Asian or Asian British
	Indian   /   Pakistani   /   Bangladeshi    /  Others

	D : Black or Black British
	Caribbean  /  African  /  Others

	E : Chinese
	Chinese

	Not stated  or Other
	I do not wish to disclose this information  /   Other …………………………………………………………..


Do you or have you ever had any of the following, please circle and give the YEAR it started.
Heart Disease


……….


Ever had a Heart Attack
……….
Asthma or Bronchitis

…….…

Blood Pressure problems
……….


Kidney Problems

……….
Diabetes


………. 
Stroke or Mini Stroke

……….


Learning Difficulties

……….
Epilepsy


……….


Depression needing treatment
……….
Thyroid Problems

……….


Mental Health Illness

……….

Cancer type………………
……….


Dementia


……….
Any other serious medical problems……………………………………………………….………..
Have you had any Operations? What & when 
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
Drug Allergies?  
YES / NO
to what   ………………………………………………………………...
Do you Smoke?  
Current Smoker:
amount per day …………………….…………………………...



Ex-Smoker:                 amount previously smoked per day…………………………….



Never Smoked:




Electronic cigarette smoker: 
If YES we do offer STOP Smoking advice and Smoking Cessation (How to Quit).

If you would like any more information about this please book in with one of our Nurses.

Alcohol intake per week ………….   Units per week (One pint is 3 units, Glass of wine is 2-3 units)
If you are over 16 yrs old:  Please circle ONE box PER question and add your score.
	
	0 
	1
	2
	3
	4

	How often do you have a drink that has alcohol?
	Never
	Monthly
	2-4 times a month
	2-4 times a week
	4 + times a week

	How many units do you drink in a typical day when you are drinking?
	1-2
	3-4
	5-6
	7-9
	10+

	In the last 6 months, how often have you had more than 6 units (female) or 8 units (male) on any one occasion?
	Never
	Less than monthly
	Monthly
	Weekly
	Most Days


Total Score  ……….(if more than 5 points, please come see our nurse)

Are you a carer? YES/NO

If Yes, for who?

Name:………..…………………………………….

Relationship: ………………………………………                                                                                             

Contact no: …………………………………………
Are you on regular repeat medication? YES/NO

If Yes:  Please bring a copy of your medication from your previous practice/ pharmacy with this form. Once registered please book a face to face appointment with a GP before you require your medication. 

Height ……………cm  Weight ……………kg
Patients signature……………………………………………  Date……………………...........................

Signature on patient’s behalf…………………………………  Relationship……………………………..

Please provide 2 forms of identification to prove your address 
(ie. these must show both your name and address)
____________________________________________________________________________________________________

*STAFF MEMBER PLEASE COMPLETE*
For Office use. –                                        Proof of Address Seen
                                                                    Photo ID Seen
Staff to check form:                             
Staff signature……………………………………………………………………………………………………………………….

Staff name …………………………………………………………………………………………………………………………..
Registered at the Practice


(Please Tick)





Do you have a carer? YES/NO 


If Yes: 


Name:………………………………………………. Relationship:…………………………......................         Contact no:……………………………….................





Date Received








